The prevalence of hepatocellular carcinoma (HCC) has increased significantly over the last few decades and it is the third cause of cancer-related mortality worldwide.\[[@ref1][@ref2]\] Several published guidelines on the management of HCC have indicated that liver transplantation, surgical resection (SR), and local regional therapy such as radiofrequency ablation (RFA) are the treatment options for early stage HCC.\[[@ref2][@ref3]\] Although liver transplantation is the best curative option for HCC patients, it may not be feasible due to organ shortages, unacceptable surgical risk due to advanced patient\'s age or comorbidities, and high cost; RFA has therefore been widely used in clinical practice for the management of HCC. RFA has the advantage of being minimal invasive with low peri- and post-procedural risk especially among elderly patients.\[[@ref2][@ref3]\] However, SR may provide a greater long-term survival benefit compared to RFA among HCC patients.\[[@ref4]\]

We have read with great interest the recent publication by Yu in which a comparison of survival benefits was performed between elderly patients (≥65 years) with a single HCC ≤5 cm who underwent SR vs those who underwent RFA.\[[@ref5]\] A propensity scoring matching analysis was performed in a large population-based database to evaluate their two main outcomes, overall survival (OS) and liver-cancer-specific survival (LCSS). A total of 461 patients had SR compared to 575 patients who had RFA. However, after matching, 259 SR patients and 259 RFA patients were analyzed. The median follow-up time was 40 months in the SR group compared to 32 months in the RFA group.\[[@ref5]\]

The OS was significantly better in the SR group compared to the RFA group. The 1-, 3-, and 5-year OS rates were 88%, 68%, and 54% for the SR group compared to 84%, 53%, and 32% for the RFA group, respectively (*P* \< 0.002). In addition, LCSS was significantly better in the SR group compared to the RFA group. The 1-, 3-, and 5-year LCSS rates were 90.5%, 75.4%, and 63.7% for the SR group compared to 88.2%, 61.7%, and 43.5% for the RFA group, respectively (*P* \< 0.001). Likewise, the RFA group was associated with lower OS \[hazard ratio (HR) = 1.595, *P* \< 0.001) and LCSS (HR = 1.69, *P* \< 0.001) compared to the SR group.\[[@ref5]\] However, in subgroup analysis based on patient\'s age and tumor size, OS and LCSS were not significantly different between the two groups (RFA vs SR) in patients who were \>75 years and had tumor measuring \<3 cm.\[[@ref5]\]

SR has the advantage over RFA by tumor removal with clean resection margin. Therefore, it would be expected that HCC recurrence would be lower in the SR group compared to the RFA group. On the other hand, adverse events are likely to be higher in the SR group compared to the RFA. However, these results were not mentioned in the study. In addition, time to tumor recurrence should be explored in detail to differentiate between early HCC recurrence due to treatment failure from late tumor recurrence due to carcinogenic liver. Likewise, pre-treatment liver histopathology was available in \<30% of the population. Staging liver disease may have an implication on treatment decision especially among cirrhotic patients introducing possible selection bias.

Despite the study limitations which include study design, missing data such as the Child-Pugh score, performance status, patients\' comorbidities, tumor characteristics, and location, it has a reasonable sample size and is consistent with what has been published in the literature regarding the safety and efficacy of RFA and SR group in elderly HCC patients.\[[@ref4][@ref6]\] However, more high-quality studies are required to validate the result. Yet, research such as this helps to inform multidisciplinary patient-centered decision making to personalize treatment based on liver dysfunction, tumor size, tumor number, comorbidities, and performance status.
